INTRODUCTION
Severely athrophic mandibles comprise a challenge for the oral and maxillofacial surgeons as well as the prosthodontists. 1 For these patients different implant based rehabilitation techniques can be used. For this purpose several procedures have been suggested, such as alveolar distraction, bone grafting and nerve repositioning. 2 Transposition of the mental nerve is a preprosthetic procedure that is effective for patients with hyperesthesia caused by the pressure effect of a dental prosthesis on the alveolar ridge. The first case of mental nerve repositioning was published in 1967 by Pasqual and Pasqual. 3 It is also performed to protect the location for implant insertion and to preserve the inferior alveolar nerve during mandibular tumor excision surgery. 4 Although, nerve repositioning is a complex procedure, with a high risk of sensory disturbances (anesthesia, paresthesia or neuralgia, mostly of a transient nature, but sometimes permanent) there is a risk of nerve injury through primary surgical trauma or secondary complications, such as edema or hematoma. 2, 5, 6 According to Thoma 7 extensive atrophy of the alveolar process of the mandible may bring the ridge down to the mental foramen. This is usually seen in geriatric patients. These patients often report severe pain and losing the use of prosthesis. Stimulated symptoms can be produced by digital pressure on the mental foramen area. In many cases relief of the prosthesis on the remaining denture-bearing area can correct the problem. A conservative surgical procedure for the correction of this condition is repositioning of the mental nerve. 3, 4 In these reports we present two cases of severe mandibular atrophy in which mental nerve repositioning, implant placement and prosthetic rehabilitation were carried out. Nerve repositioning is a treatment alternative in patients with a consequent risk of mental nerve damage during the placement of dental implants.
CASe PReSeNTATIONS

Case 1
A 66-year-old female patient referred to the Department of Oral and Maxillofacial Surgery, Faculty of Dentistry, University of Ankara with a chief complaint of pain in the right mental foreman area and inability to use her denture. The patient's medical history revealed that she used partial dentures for a long time. The clinical examination showed, severe mandibular atrophy. The preoperative panoramic radiographic analysis showed that; position off the mental foramen was nearby the alveolar crest ( Fig. 1 ). Consequently mental nerve repositioning was decided with implant placement on both canine sides in the same operation. Under local anesthesia and sedoanalgesia, crestal incision was planned and mucoperiosteal flap was removed. Mental nerve was dissected from the buccal flap carefully. A distal and caudal transposition of the mental nerve trunk was done with piezosurgery instruments. Careful dissection of the connective tissue off the nerve trunk was done so that the foramen could be identified. After removing approximately 6 mm posterior-inferior cortical bone, mental nerve was transposed inferiorly to the mental foramen ( Fig. 2 ) and posterior bone gap was packed with bone wax immediately after, two endosseous implants (Zimmer dental implant) were placed in the inter-foraminal area. The flap was sutured with 3-0 vicryl (Johnson and Johnson). Neurosensory function of the mental nerve was assessed objectively. There was hypoesthesia of the mental nerve on the first postoperative day and there was no pain in the mental foramen area. Healing was uneventful and the neurosensory test 3 weeks after transposition showed normal function of the mental nerve. After the 6 months of the operation, the patient began to implant overdenture prosthesis contently.
Case 2
A 54-year-old patient referred to the Department of Oral and Maxillofacial Surgery, Faculty of Dentistry, University of Ankara with a chief complaint of pain in the right mental foreman area and inability to use her denture. Clinical and radiographic examination showed that the patient had severe mandibular atrophy and mandibular foramen was too close to the alveolar crest (Fig. 3) . Consequently bilateral mental nerve repositioning was decided with implant placement on both canine sides in the same surgical step. Under local anesthesia and sedoanalgesia, crestal incision was planned and mucoperiosteal flap was reflected. Mental nerve dissected from the buccal flap rigorously. A distal and inferior transposition of the mental nerve trunk was done with controversial bur instrument. Careful dissection of the connective tissue off the nerve trunk was done so that the foramen could be identified (Fig. 4) . After removing approximately 7 mm posterior-inferior cortical bone, mental nerve was transposed inferiorly to the mental foramen and posterior bone gap was packed with bone wax immediately. After the two endosseous implants (Zimmer) were placed in the inter-foraminal area. Finally the flap was sutured with 3-0 vicryl. Postoperatively, the patient was assessed for neurosensory dysfunction, pain, or other complications. There was hypoesthesia of the mental nerve on the first postoperative day and there was no pain. Healing was uneventful and the neurosensory test 4 weeks after transposition showed normal function. After 6 months of the implant placement, the patient began use to the implant overdenture prosthesis contently. 
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DISCUSSION
Transposition of the mental nerve trunk is performed as a preprosthetic procedure. It is effective for patients with hyperesthesia caused by dental prosthesis and resorption of the alveolar ridge caused by aging. [8] [9] [10] [11] This is a procedure in which the bone is usually cut with rotating instruments and piezosurgery techniques. 3, 4, 9, 12 Although there have been several reports about inferior alveolar nerve transposition, 1, 2, 5 there are only few reports presenting the mental nerve transpositioning. 3, 4 Metzger and colleagues 6 reported that in vitro preparation with the piezoelectric device was more invasive to the bone than with the conventional diamond bur. They also reported that the degree and risk of injury with the piezoelectric device was lower than with the conventional rotary bur. 6 Despite extreme caution, injures caused by compression or direct trauma by the rotating instrument on nerve tissue cannot be excluded. 9, 12 In our cases we performed the nerve transposition with the help of piezosurgery in one case, in another case with steel bur. Both of the cases postoperative 6 months follow-up was uneventful and pain symptoms in both cases were reliefed. Kale and colleagues 4 mobilized the nerve 8 mm distally and 7 mm inferiorly keeping in mind a scope for further vestibuloplasties also the incisive branch was sacrificed as the patient was edentulous and the nerve supplies only the lower anterior teeth. 4 However, Sakkas et al 9 did only a caudal transposition of the right mental nerve trunk using piezosurgery under local anesthesia. After 3 months, two dental implants were placed to the interforaminal area of the mandible and 3 months later mandibular overdenture prosthesis was inserted. 9 In our both cases we transposed the mental nerve distally and inferiorly like Kale et al 4 and totally four implants (2-2) placed in the interforaminal region of the mandible at the same operation. Three months later overdentures were inserted. Nerve repositioning may constitute a treatment alternative in patients with a consequent risk of mental nerve damage during the placement of dental implants. Undoubtedly a careful operating technique remains critical because soft tissue could be injured by excessive mechanical force from the tip of the instrument. Careful nerve manipulation and mobilization is required in order to reduce the risk of neurosensory alterations. Despite the possible complications; the technique is usually well-tolerated by the patients. 3, 4 
